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ABSTRACT 

This document describes a study that investigated the 
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primary health care to make effective use of community health 
workers* The report assesses different national experiences in order 
to pinpoint weaknesses, trace key mistakes, and define corrective 
actions* The report opens with a brief historical overview of 
problems that have arise „ in the use of community health workers and 
reasons for these problems. Noting that governments frequently fail 
to decide what community health workers are expected to achieve, the 
second section proposes an explicit definition of the place, role, 
and functions of community health workers within the context of a 
national health system. The report then identifies and explores eight 
weaknesses, ranging from policy and organizational errors that have 
built failure into the system to problems of poor selection, 
insufficient training, inadequate motivation, and lack of reward. 
Strategies to overcome each problem are proposed. Specific 
recommendations drawn from national experiences are also included. 
The final sections condense the contents into a series cf conclusions 
and recommendations intended to guide the reshaping of national 
programs. Eight references and a 59-iteir reading list conclude the 
document. (KC) 
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STRENGTHENING THE PERFORMANCE 
OF COMMUNITY HEALTH WORKERS IN 
PRIMARY HEALxK CARE 



Report of a WHO Study Group on Community Health 

Workers 

L INTRODUCTION 

A WHO Study Group on Community Health Workers met in 
Geneva from 2 to 9 December 1987. DrE. Tarinio, Director, 
Division of Strengthening of Health Services, in his opening address 
on behalf of the Director-General of WHO, gave an overview of 
developments over the previous ten years. He noted that many 
countries had established or strengthened programmes for the 
training and deployment of community health workers (CHWs), 1 
particularly since the International Conference on Primary Health 
Care held in Alma-Ata in 1978 (7). While, on the whole, the concept 
of the CHW had been sUwXessful, problems had arisen. One was that 
CHW programmes in many countries were separated from other 
health programmes. Ar a result, CHWs had been assigned or 
appointed with almost no facilities or organization to support them. 
Perhaps this was not surprising since health systems had usually 
developed piecemeal, rather than in carefully structured ways. Fa<,e<l 
with a new health problem, societies had set up a new structure to 
deal with it, as an appends to the existing organization, which had 
not itself been change*.". In some countries, CHWs had been equated 
with primary health care; and the response to inquiries as to how 
primary health care was doing was "we have trained so many 
CHWs". The basic problem was often that governments had not 
decided what they wanted of their CHWs, or exactly what they 
wanted to achieve through them. 



1 The term "community health worker" (CHW) is used throughout this icport 
and in WHO in a generic sense. Man> countries and programmes call such workers 
by different names, including. famil> welfare educator (Botswana), rural doctor and 
health aide (China), community health agent (Ethiopia), community health guide 
(India); community health aide (Jamaica), village health worker (Nigeria), and 
barangay health worker (Philippines). 
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Against this background WHO had earned out a number of 
activities, including interregional studies of the functioning of 
CHWs, and had organized meetings and workshops to examine 
ways of overcoming the problems being encountered. Prominent 
among these had been: 

—a workshop on CHWs, held in Jamaica in 1980, which had 
reviewed the first results of an interregional study (2); 

—an interregional study and workshop on CHWs, held in Manila in 
1983 (3); 

—an interregional planning meeting on "Strengthening the 
Performance of Community Health Workers", held in New Delhi 
in 1985, which had led to the current study project in 13 countries 

(4) \ and 

— an interregional conference on "Community Health Workers: 
Pillars for Health for All", held in Yaounde, Cameroon in 1986 

(5) . 

WHO had also produced a number of documents and 
publications on the subject, including the training manual The 
primary health worker (6) and a revised edition entitled The 
community health worker (7). 

The term "community health w orker" itself had been an issue in the 
meetings. The Yaounde Conference had summarized well the 
characteristics of CHWs, stating that they should be "members of the 
communities where they work,should be selected by the communities, 
should be answerable to the communities for their activ ities, should be 
supported by the health system but not necessarily a part of its 
organization, and have a shorter training than professional workers" 
(3).ThehnkageofCHW f s\viththecommunity hadbeenemphasizedby 
Dr Mahler, then Director-General of WHO, at the Conference when 
he had said, "Community health workers must be of the people they 
serve. They must live with them, work with them, rejoice with them, 
suffer with them, grieve with them, and decide with them." 

However, the task of this Study Group was different from that of 
the meetings and workshops mentioned above. As in any difficult 
programme or struggle there uime a time when it was important to 
step back and review achievements, problems and controversies and 
decide on future strategic*. Ten years after the Alma Ata Conference 
of 1978, and almost midway to the year 2000, the date set for 
achieving the goal of health for all, was a good time to carry out such 
an appraisal. The Study Group assembled for this purpose was 



fortunate in having among its participants* individuals with extcnsi\ e 
experience ir CHW programmes at decision-making and other 
levels. 

Perhaps the first question for consideration by the Stud* Group 
was whether the concept of the CHW remained valid and rele\ant. 
Some people had expected too much of CHWs, seeing them as a 
means of solving basic health-care problems which they were not 
equipped to solve. Others had maintained that CHW programmes 
should be established only after basic issues in health services had 
been resolved. Still others had seen CHW programmes as a means 
of creating pressure for change and, in any case, the onl> possible 
alternative to having no care ^t all in mahy communities. Many 
discussions on CHWs had paid little attention to their "bridging 
role" between communities and urgani/xd health services, and man* 
papers dealing with monitoring and evaluation of CHWs did not 
even refer to this role, although it had long been recognized as the 
most important function of CHWs. 

T f, after reviewing these and other controversies, the Study Group 
concluded that the concept of the CHW was valid, it should then tr> 
'o rearh some agreement on the issues or problem areas that would 
need to be addressed in the coming decade. The principal task of the 
Study Group, however, was io provide technical guidance and to 
outline a strategy for resolving each of these issues or problems. The 
strategy should reflect the experience of countries in dealing with 
problems, rather than n:ere opinion. 

LI Objectives of the Study Croup 

1. To review, analyse and compare experiences of countries in the 
utilization of CHWs in primary health care including their role 
in national health systems, their training, and the support needed 
to enable them to perform more effectively. 

2. To identify major issues, gaps and areas of concern in all aspects 
of the use of CHWs in primary health care. 

3. On the basis of (1) and (2), to determine and describe explicitly 
the role of CHWs and their contribution to health systems based 
on primary health care. 

4. To recommend strategies and action foi countries and WHO for 
enhancing the performance of CHWs in health systems based on 
primary health care, and to identify the role of health systems 
research in such efforts. 

O 



2, THE PLACE AND ROLE OF COMMUNITY HEALTH 
WORKERS IN NATIONAL HEALTH SYSTEMS 



The Stud> Group accepted the definition of "community health 
worker" adopted at the Yaounde Conference in 1986 (5) and given 
in .section I ipage 6). The momentum in the mobilization of such 
worker* is increasing as it becomes generally accepted that in most 
countries their wide deployment is essential for the achievement of 
health for all. 

Many countries have for a long time been u.sing hea.th vvorker.s 
who are trained intensively for a limited range of tasks rather than 
in a broad professional field. There are two reasons for the current 
interest in employing such health workers. The first is the past failure 
of services based on health centres to provide adequate coverage of 
whole populations for their priucipal health problems and at a cost 
the> could alTord. The second is the realization that simple niedic*! 
and nursing care and the use of medicaments alone can have little 
effect on the environmental, social and cultural factors that cause 
disease and disability CHW services, which go beyond these 
functions, are one way of influencing these causes of illness. The 
mobilization of CHWs is a way of bringing services to the people in 
places that the official health services cannot reach services 
delivered b> health vvorker.s who a*e like the people themselves, 
.socially and culturally. CHWs can be trained and helped to work 
with communities to bring about the kinds of change that strike at 
the causes of disease and ill-health in a community, ind at an 
acceptable cost. 

CHWs are in a position to olTer health services to populations 
otherwise denied access to treatment for life-threater *ng or other 
disabling illnesses. They are intended as a response to the massive 
unmet demand for conventional health services in many countries. 
At the same time, they should be agents of community participation 
in health, which is essential for bringing under control the diverse 
causes of illness. 

CHWs can therefore be considered to have two distinct but 
overlapping roles, the provision of services, and the promotion of 
health in a community. Alternatively, their functions can be viewed 
as stretching along a continuum, with the provision of services at one 
end and the promotion of health at the other. Their curative 
activities represent the furthest outreach of conventional health 
services. Promotive activities which are an expression of the broad 
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concept of primary health care a* expressed in the Declaration of 
Alma-Ata (/), ma> range from advocating .simple prc\cntive 
measures to fostering wider community development of direct 
relevance to health, in such areas as literacy Uuising and water 
supply. The development function is facilitated by widespread 
community involvement and mobili/auon. In any country, the 
CHW's position on the continuum will vary with the country's level 
of socioeconomic development and the penetration of the health 
fcrviccs. The curativ e role may be less where there is ready access to 
the formal health sector, the promotive role applies at all levels of 
development. This then is the potential place of the CHW it is a 
formidable job description. 

What is the evidence that CHWs arc effective? They have achieved 
much in »nan> countries at different times, but the .shortcomings of 
CHW programmes are often imputed to the CHWs themselves, 
however, this debate is a sterile one. there is no longer an> question 
of whether CHWs can be kc> agents in improving health, the 
question is how their potential may be realized. They have shown 
that they can effect major changes in mortalit) and other indices of 
health status, and that in certain communities they can satisfy 
prominent health care needs which cannot realistically be met b> 
other means. The issue since the Alma-Ata Conference has beer the 
attempt to develop a common, even global, concept of a CHW which 
whole countries rather than only a few chosen communities could 
apply. 

It is important to differentiate between national CHW 
programmcsand relatively amall, nongovernmental programmes. In 
small projects, supported by various donor agencies, CHWs have 
achieved a great deal. The experience with national programmes has 
been different, ho vever with a few notable exceptions, it is evident 
that CHWs are not achieving their potential. There are technical 
explanations for this failure. Mostly, however, it is due to social, 
cultural and management factors which are inextricably linked with 
the CHW's position between the health sector and the community. 
Failure to face up to these issues leads inevitably to programme 
ineffectiveness and wasted resources. 

Of course, national s>stcms differ considerably. Even within 
countries, thcr? may be much variation, some areas being better 
provided with health services that others. CHWs can have different 
functions and tasks, and some have much mc-rc training than others. 
They differ also with regard to pay and working conditions. In 
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addition, programme change with time, and with developments and 
changes in countries; for example, major adjustments weie made to 
the Chinese "barefoot doctor" system in the early 1980s. 1 The task 
of large national systems is to reproduce the success of many of the 
smaller CHW schemes that preceded them. 

3. WEAKNESSES OF EXISTING PROGRAMMES 

The Study Group agreed that CHW programmes are in crisis in 
many countries. Criticism and discontent are growing. For example, 
a recent countrywide evaluation of the Tanzanian programme 
commended the commitment of the Ministry of Health, but pointed 
to great difficulties in implementation. Many WHO reviews have 
revealed inter alia weaknesses in the selection, training and 
supervision of CHWs (2,3,8). Training of CHWs has been suspended 
in Colombia and Jamaica, Botswana is training fewer than originally 
envisaged. Economic problems have seriously affected the provision 
of health services but cannot account fully for the decline in support 
for CHW programmes, though these programmes are often the first 
to suffer cuts. The Study Group singled out and discussed eight areas 
of weakness, which are outlined below. Section 4 proposes strategies 
for dealing with these weaknesses. 

3.1 Minimal policy and organizational commitment 

In the enthusiasm for primary health care after 1978, CHW 
policies were devised hastily, and this leu to a number of serious 
weaknesses in implementation, 

(a) CHW vrogrammes tended to be "vertical" programmes. The 
shift towards primary health care, v hich was given added impetus by 
the Alma-Ata Conference in 1978, the energy with which it was 
promoted, and the moral force of the arguments for it obliged 
countries to demonstrate their active commitment to it. Many 
governments saw CHW programmes as the cheapest, easiest and 
most obvious way to do so. Plans were made enthusiastically but 

1 In 1984, the Minibtr> of Public Health in China declared that the title "barefoot 
doctor" would no longer be used. Existing barefoot doctors who passed an 
examination became rural doctors'* and those who failed vvcrc renamed "health 
aides". The latter correspond in man> wa>s to CHWs as described in the present 
report. 

<d i 
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hastily, involved only a few policy-makers at top levels, and were 
largely imposed on health workers. Those who were later to become 
the trainers and supervisors of CHWs were not involved at all in the 
planning process. Great emphasis was put on training — what to 
teach— but little thought was given to follow-up supervision and 
integration into existing health systems. 

(b) CHW programmes were implemented with little professional 
interest. The initiative to train CHWs came largely from a few health 
professionals who persuaded policy -makers in ministries of health 
that such a category of worker could be useful. The involvement of 
nursesand other health professionals in planning CHW schemes was 
minimal, and hence health workers tended to use CHWs as aides in 
health centres, clinics or hospitals rather than in the community. 
This has had negative effects especially in countries where 
such personnel have been seeking to become more professional 
and improve their positions. These moves favour hierarchical 
working relations and increase job-differentiation and status- 
consciousness— all of which run counter to the concepts of CHW 
programmes. 

(c) Structural, political and economic factors were neglected. 
CHWs are themselves members of highly stratified communities, 
within which they may face a great deal of conflict. Class, caste and 
other divisions affect their own positions and loyalties, and the 
demands made on them. They are also members of a larger society, 
which may itself be authoritarian or democratic, but is always 
divided in its power relations. The political climate in which CHWs 
work, in society at large and in their own communities, greatly 
affects their own work and what they can do. Policy-makers have 
sometimes been naive about inequalities within their own societies, 
and the conflicts inherent in reallocating resources to support CHW 
programmes. 

(d) Lessons have not been learned from other sectors. The dearth 
of experience in drawing comparisons between CHW programmes 
and, for example, agriculture and community development is 
notable. Yet, many lessons from these sectors may be relevant to the 
health sector For example, in community development, which 
extends back to the 1950s and 1960s, much has been learned about 
ways of working with communities. Pilot projects, often very 
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successful in small areas, have tended not to be extended successfully 
to larger areas or into national programmes, owing to the 
consequent dilution of resources, or to difficult} in assuring supplies. 
Likewise, lessons could have been learned from the experience of 
agricultural extension workers, for example with the use of the 
"training and visits" system (in which training periods are 
interspersed with field work). Although the effectiveness of the 
system is still much debated, it may give useful pointers for 
improving the work of CHWs. 



3.2 Poorly defined functions 

Some CHW programmes train workers to deal largt!) with one 
type of health concern, for example, nutrition, family planning 
or malaria control. More commonly, CHWs have broader 
responsibilities—often, the> aie given numerous tasks, many more 
than they have been trained for. Sometimes the> perform only health 
promotion tasks, which can be disappointing to communities that 
lack basic treatment services, or the> ma> get draw n exclusively into 
curative care, at the expense of health development. 



3.3 Poor selection 

In principle, communities should select their own health workers, 
but this is often not done. Their selection is generally left to health 
professionals or to community leaders who are not sufficiently 
informed or motivated. Quite often recruits are proposed for the 
advantage of particular leaders rather than in the interests of the 
community at large. This may reflect a community's power 
structure, and have the effect of reducing rather than improving the 
access of the less privileged to health care. A recruitment process 
designed to protect the interests of people with little power and 
guard against biased selection practices may be politically 
unwelcome in some places. A regrettable practice in many countries 
is that of recruiting young men and women who ma> see the position 
as a means of social advance. This ma> benefit the more educated 
and their families, but their aspiration to better-paid employment 
inevitably builds failure into the system. 
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3.4 Deficiencies in training and continuing education 

CHW training programmes face similar difficulties to those for 
other district health workers, including: poorly .r. med teac L ^rs, lack 
of suitable teaching materials, largely inelcvan. cur;icula, courses 
that are too long or too shot, unsuitable trairlrg locations, and 
badly chosen or wrongly used methods of training. Those appointed 
as trainers of CHWs are frequently selected because they are 
available rather than for their suitability as trainers. Besides lacking 
training skills, they are often unfamiliar with the conditions in which 
trainees will have to work. 

Continuing education is essential to an effective CHW 
programme, but it is too often regarded as something that happens 
during supervision, or that occurs informally when CHWs visit a 
health centre. Like good supervision it costs mone>. However, few 
programmes make specific provision for the necessary funds and 
other resources. 



3.5 Lack of support and supervision 

Many CHW programmes suffer from weak support and 
supervision. Most supervisors are health-centre staff and the> are 
often not interested in supervision or adequately trained for it. 
Transport for supervisors, to enable them to visit CHWs in their 
villages or communities, is usually difficult. CHWs often feel that 
they have too many supervisors and >et at the same time are given 
too little support for community work. 

3.6 Uncertain working conditions 

Pay is a crucial issue but one that in most countries is still 
unresolved. It is vital foi motivation, but the cost involved is 
considerable. CHWs are sometimes paid by the state and sometimes 
by thecommunit} they seive. Volunteers are rarely a good long-term 
solution. They tend to drop out at higher rates than paid CHWs, 
which makes it difficult to sustain a volunteer service. Many 
volunteers hope for employment and for a career in health care. 
These aspirations may cause tension, but bureaucratic attempts to 
reduce such tension, for example by means of state emplo>ment, 
often have disadvantages. This issue must be faced explicitly in the 
design of CHW programmes. 



3.7 Undetermined cost and sources of finance 

The financial implications of property supported national CHW 
programmes have not been determined, nevertheless the costs of 
such programmes require seriou Q conside. .ion. Some programmes 
are funded entirety by government, i,ome entirety b> communities; in 
most countries the costs are shared in varying degrees by 
government, communities, voluntary organizations and external 
sources. However, it has proved difficult to sustain CHW 
programmes, especialty in times of economic difficulties when ad hoc 
resources allocated to such programmes ma) be the first to be 
reduced. 

3.8 Lack of monitoring and evaluation 

Deficiencies in monitoring and evaluation are common. The 
frequent lack of well-defined objectives ma^s credible monitoring 
and evaluation impossible and attempt* tc olve communities 
have been very few and generally half-hearted. 



4. STRATEGIES FOR ACTION 



4.1 Organization and structure 

For the design and execution of effective CHW programmes, a 
number of technical questions must be resol > d concerning ways of 
tackling health problems. However, this i*> a minor problem 
compared with that of organization at the district level. The critical 
obstacles are to be found in this area, and it k liere that even the most 
committed programmes may founder. 



4.1.1 National perspectives 

A key issue here is political will. CHW programmes are most 
likely to succeed where they are an expression of a deliberate 
political choice to promote the living standards of the worse-off 
sections of the population. Improvements in health are related to the 
wider social, cultural and physical environment. A national 
commitment to an equitable distribution of resources may lead to a 
variety of improvements, including the deployment of well- 
supported CHWs. 

ERICH 1, 



4.1.2 The district health system 

There is increasing agreement that a key approach to improving 
CHW programmes, and indeed primary health care as a whole, is the 
strengthening of district health systems based on primary health 
care. The 1986 Yaounde Conference held this to be self-evident (J). 

The district health system is a logical part of the organization of 
national health systems based on primary health care but is more or 
less a self-contained segment of such a system. It comprises first and 
foremost a well-defined population, living within a clearly delineated 
administrative and geographical area, urban or rural, and includes 
all institution and individuals providing health care in the district, 
whether governmental, social security, nongovernmental, private or 
traditional. A district health system therefore consists of a large 
variety of interrelated elements that contribute to health in homes, 
schools, workplaces and communities, through the health sector and 
other related sectors. It includes self-care, all health workers and 
facilities up tj and including the hospital at the first referral level, 
and the corresponding laboratory, other diagnostic, and logistic 
support services. Its component elements need to be well 
coordinated by an assigned officer and drawn together into a 
comprehensive range of promotive, preventive, curative and 
rehabilitative health activities. 

Obviously, the organization of district health systems will depend 
on the circumstances and conditions of each country and district, 
including the structure and personalities involved. A common 
feature is some form of district government or arrangement for 
managing local affairs, which inter alia determines how people 
obtain health ^are and how community needs receive attention. 

The district .lealth system is the framework for the support which 
the CHW must have in order to function effectively and without 
which the CHW scheme may fail. This support combines a 
supportive style of supervisi jn with systematic training of practising 
CHWs, a reliable referral system, technical support, a suppl> system 
and an information system. 

4.1.3 The community 

(a) Community involvement. The word "community" can mean 
simply a number of people living in the same area, but it also carries 
the implications of common interests and fellowship. In practice, 
social groupings cooperate selectively and in particular contexts. The 
9 



political process which leads to particular projects gaining support 
and others "wilting" through inaction is complex and often 
unpredictable. The potential of a national CHW programme to 
function effectively in each locality is therefore uncertain. 

The Study Group acknowledged that community involvement is 
not easily achieved, but it is essential to primary health care. It is not 
likely to be attained if strict time frames are imposed upon its 
achievement. A prerequisite for successful community involvement 
is an understanding of community structures and dynamics, and 
faith in the community's ability to learn and to manage. The Study 
Group also took note of the need to equip CHWs with the skills to 
sensitize, mobilize and organize communities for che promotion 
of their own health. The failure of many community health 
programmes can be traced to neglect by planners of the potential of 
communities to support and sustain their health programmes 
through their own active participation. 

CHWs are by definition part of both the formal health service and 
the social setting of the health system, from this emanate both their 
strengths and their weaknt ses— strengths because they belong to 
the health service as well as to the community, and weaknesses 
because one or other may claim most or all of thMr interests and 
loyalties. The ,ery title community health worker could be seen as a 
terminological attempt to gloss over the tension inherent in this 
position. Progress can be achieved only by acknowledging this 
tension and by controlling and exploiting it appropriately and fully. 

It must be assumed that a CHW is serving not a solitary social 
group of unified purpose, but a population whose commitment to a 
particular activity will vary according to its members' expectations 
of benefit and the social and political context of the activity. The 
community is not a homogeneous group its members can have 
strong conflic ,s of interest. In this report, the word community is 
therefore used in the geographical sense of the population 
potentially served by a CHW, there is no assumption that such social 
groupings cooperate harmoniously in everyday affairs. It follows 
that it is important that the community represented by the CHW be 
defined in such a way that the interests of vulnerable groups, e.g., the 
poor, are not jeopardized. 

These issues must be acknowledged as inescapable facets of any 
CHW programme— a good programme is an expression of 
community involvement (5). Conversely, community involvement is 
an essential component of any effective programme of health 
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improvement. In planning, the key to bringing about constructive 
community involvement is the creation and support of a variety of 
links between the community and the health services. 

(b) Relations between formal health care and traditional medicine. 
The relevance of a working partnership between the formal health* 
care system and traditional practices varies with the particular 
national or local circumstances. Such a partnership is more common 
where strong advocacy of the place of traditional medicine is found 
at the national political level, as in China and India. Elsewhere 
traditional medicine is seemingly not strongly represented in CHW 
programmes. The integration of modern and traditional medical 
systems is often talked of loosely as a guiding principle of CHW 
programmes, but il is important to examine what this means in 
practice. 

Modern medicine can indeed be seen as a system. It is made 
available to people through an identifiable organizational structure 
which people can see and in most respects is outside their own social 
network. Indigenous medicine is in general quite different. People 
have various choices, including the services of specialist healers, but 
where other major traditions, such as Ayurvedic medicine, jre nut 
prominent there is in general no cverall organizational scheme. 
Healers may or may not be suitab'c candidates for CHW training. 
However, where individuals resp cted for their abilities in healing 
are able and willing to take on this additional role there are clear 
advantages to training them. 

While formal integration between the health-cart sector and 
traditional practitioners may difficult to accomplish in some 
areas, it is important to remember that the user may view them as 
complementary and may uoc see any conflict between them. It is 
normal in most countries for people to use the various options open 
to them. What this implies for CHW programmes is that they must 
attempt to relate constructively to the other prevailing healing 
systems. 

yt) Interseetoral cooperation. Fundamental improvements in 
health can only come about thiough broad-based changes, that is 
through changes that are brought about by the activities of a number 
of sectors. In practice the integration of health services with other 
sectors is usually poor. Interseetoral cooperation has been a feature 
of numerous pilot projects but it seems to break down when it is 



attempted at a more general level. The fault cannot be the 
community's, for its dynamics are the same in a pilot project as in 
a national programme. Rather, it seems to be the fault of the 
administrative structures of the government departments and 
agencies concerned. 

Failure of intersectoral cooperation at the peripheral level cannot 
be attributed to inadequacies on the part of the CHWs. If it is 
missing at the centre and the district, and CHWs and other 
community workers are not supported, intersectoral cooperation 
will not take root and grow. The problem at the periphery generally 
reflects the conventional divisions of responsibility between 
government departments, and professional aspirations and rivalries 
at the central and district levels. One solution is to broaden the 
organization of health care at the centre. In India, for example, a 
new ministry has been formed, the Ministry for Human Resource 
Development, which combines the sectors of health, education, 
sports, youth and culture, to institutionalise intersectoral 
cooperation at the highest level (5). 



4.1.4 The strengthening of district primary health care 

The impact of CHW programmes is determined largely by the 
nature of the links between the health sector and the community. 
Exceptionally, communities may themselves initiate and maintain 
long-term activities through local enthusiasm and organization. This 
is the ideal of primary health care in action. However, national 
programmes cannot depend upon chance. There has to be an 
organized, well-managed relationship between the peripheral 
services and the health-care system. It must provide three elements, 
joint guidance of the work of the CHW programme, referral 
arrangements; and a supply system. 

(a) Support groups. In many places CHW services fail for 
apparently trivial and avoidable reasons. However, the failure is 
often built into th^ system and can be attributed to. (1) the nature 
of relations between the central authority and health services at the 
implementation level, and (2) the nature of relations within health 
service areas. These relationships need to be formalized in order to 
coordinate the various services and programmes in each CHW area 
and counteract their tendencies to operate separately, to make 



CHWs more accountable to the people they serve, and to keep the 
centre better informed about what goes on at the periphery. 

A CHW programme, therefore, must have the support of a group 
composed of members of the community which has active links with 
the health sector (5). This is essential for resolving equitably such 
issues as recruitment, pay, accountability and the scope of the 
programme. If there is no existing arrangement for managing 
community affairs that could incorporate a CHW programme and 
provide a support group, a new group will need to be formed, with 
the recognition and support of both the community and the 
government. This kind of firm linkage between the health sector and 
the community is needed to "sensitize" the community to the 
programme before health workers can be selected and the 
programme gets under way (3). It is the beginning of a long-term 
commitment by the health sector and its staff to the support group. 

Countries differ in the extent to which such support groups 
concern themselves solely with health matters or are responsible for 
a range of community development activities. A WHO interregional 
study drew attention to the need for training members of support 
groups (5). Clearly, they should have a realistic understanding of the 
place of different strategies for health improvement, as well as the 
administrative and accounting skills for managing their CHWs. 
Training and other types of support for support groups are an 
important contribution to the supervision of CHWs (5). 

(b) Referral arrangements. One reason for employing CHWs 
concerns the economics of curative medicine. It is uneconomical to 
employ expensive health professionals for health-care tasks that 
CHWs can be trained to perform. CHWs can deal with pregnancy, 
normal labour and delivery, they can also treat many dangerous 
illnesses. They can thus contribute greatly to the welfare of 
populations who, without them, would have no ready access to 
health services. However, their clinical skills are limited and the 
contribution they can make to ensuring an equitable and complete 
service depends very much on the support of an adequate referral 
system. 

Commonly, referral systems function poorly cr not at all, for a 
number of reasons. Remoteness is often an important barrier, in 
remote areas, CHWs need to be trained and equipped to manage a 
wider range of conditions and more complex problems than they 
would be expected to manage in communities with easier access to 
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health services. Other reasons for underuse of referral systems by 
CHWs or referred patients can be cost, social distance (due to class, 
cultural or status differences), a poor opinion of the health centre to 
which referrals are made and domestic or other commitments. 

Facility in using a referral system and the support of the system 
can greatly expand and underpin the CHW's rai.ge of health-care 
skills. Good communication between the commui.it>, through its 
CHW support group, and the health centre, through the CHW's 
supervisors, helps ensure that the best use is made of referral 
systems. Referrals can also be opportunities for CHWs to learn 
discussion about referred patients, and reports to the CHW from the 
health centre or hospital, including discharge reports, are important 
means of continuing education. Referral can also be in the opposite 
direction. The health centre or hospital may refer patients to CHWs 
for purposes of ensuring medication and follow-up. 

(t) Tlit supply .system. Difficulties in * ssuring regular supplies of 
essential diugs and general supplies to CHWs are widely reported. 
General shoj tages in the health system arc likely to be felt first at the 
periphery, as health centres become reluctant to redistribute scarce 
items. A CHW with no medicines presents a less presMng problem to 
managers at the centre than a hospital or health-centre pharmacy 
that is short of essential drugs. 

General shortages may have various causes, such as lack of 
foreign exchange or >hortcomings in procurement, storage and 
distribution arrangements. One approach to avoiding shortages is to 
apply strict criteria in ordering supplies. These criteria include 
simplicity, availability, a cost that the community can afford, safety, 
effectiveness and acceptability to the community (7). 

The management and logistics of supply systems for CHWs may 
overstretch the economic and managerial capacity of central 
planning organizations, which can barely cope with existing 
demands. Nevertheless, before CHWs undertake dispensing, the 
central administration will need to ensure that the necessary supply 
and support system for he periphery is in place and functioning. 



4.2 Functions 

The Study Group noted that most countries had defined the 
functions of CHWs on the basis of the elements of primary health 
care contained in the Declaration of Alma-Ata (7): 
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education concerning prevailing health problems and the methods of preventing 
and controlling them, promotion of food supply and proper nutrition, an 
adequate supply of safe water and basic sanitation, maternal and child health care, 
including fami!> planning, immunisation against the major infectious diseases, 
prc\cntion and control of local!) endemic diseases* appropriate treatment of 
common diseases and injuries, and provision of essential drugs. 

This very broad range of tasks, essenti *I to improving (he health 
of communities, is made the responsibility of the CHW, whose job 
description therefore tends to comprise almost all components of a 
comprehensive primary health care programme. The Study Gro-p 
considered it unreasonable and unrealistic to assign this range of 
functions routinely to CHWs. It is also unrealistic to recommend or 
try to impose a standard set of functions as described in n»ost 
publications on the subject. Rather, governments should define the 
functions of CHWs according to what is practical in local 
circumstances. The report of the Yaounde Conference (5) and The 
community health worker (7) list certain factors or criteria that 
should guide the allocation of functions to CHWs, for example. 

— the felt needs of the community, 

— the competence of the workers, 

—the resources available, 

— the geography and population density, 

— the availability of other development workers, 

— national policy, 

the CHW's personal characteristics, such as age, sex and 

education, 
— the level of support available, and 
— the availability of basic health services. 

Certain principles apply universally, however. First, functions 
should not be rigidly established at national level and arbitrarily 
imposed throughout a country. Regional and local levels of the 
system should be free to adapt national standards to local 
circumstances and needs. Second, communities should have a say in 
determining the functions of their health workers. However, they 
must first understand the programme, and one of the educational 
tasks of the programme is to help them acquire this understanding. 
The community's involvement in defining CHW functions 
considerably increases the acceptability of a CHW programme and 
its likelihood of success. 
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CHWs should not be regarded as genera lists who know 
everything or can do everything from providing first aid to 
promoting community development. Instead, their role could be that 
of a focal point for various heaith-sectoi and other resources and 
services, with responsibility for ensuring the community's access to 
them. The concept of a multipurpose CHW must not be equated 
with that of an all-purpose worker. It \v ill often be more realistic to 
allocate different primary health cere functions to different 
individuals, and for a CHW to be a member of a community health 
team. Such a team would also include, as a rule, other members of 
the community. The definition of the functions of CHWs should 
leave room for individual creativltj and sufficient flexibility to allow 
the CHW and community groups to take action beyond prescribed 
tasks to meet new and unforeseen situations. 

The controversy over whether CHWs should perform mainly 
curative or mainly preventive health tasks reflects an artificial 
polarization. Both sets of tasks are necessary. Often, the CHW is the 
only source of treatment available, and the fact that he or she can 
treat certain conditions on the spot may impress the community and 
make it more likely to accept and cooperate in the CH W's preventive 
and health promotive services. Participants at the Yaounde 
Conference (5) agreed that the CHW should have serxice functions 
(curative, preventive, promotive) as well as development functions 
(helping to mobilize communities for health development). The 
Study Group endorsed this broad categUi.zution, which may also be 
seen as a continuum of functions, from those that are purely curative 
to those that are purely developmental. Usually, service functions 
(with curative or preventive emphasis as the case may be) 
predominate at first. However, the balance between the two types of 
functions should be kept under continuous review so that the CHW 
can best meet the community's needs. The mix between service 
functions and development functions depends on the country's 
circumstances, but it cannot be left to chance. Health service 
personnel, especially those responsible for providing support to 
CHWs, should be fully knowledgeable about the mix of functions 
that CHWs will be required to perform. 

4.3 Selection 

Several attempts to set up selection criteria for CHWs have been 
described in the literature. The Study Group did not approve of this 



practice, instead it was recognized that selection criteria would need 
to vary from country to country and that they should be influenced 
by cultural, religious and economic factors. The Group strongly 
recommended that governments establish their own clearly .fined 
selection guidelines. First, they must decide what kind of CHW 
programme best suits the country's needs and resources, and define 
the prospective functions of the CHWs. If the programme is to rely 
mainly on briefly trained, part-time volunteers, the selection 
guidelines might emphasize qualities such as acceptability to the 
community and motivation more than educational attainment. 
However, if CHWs <*re to perform a wide range of services and to 
receive correspondingly longer training, selection guidelines will 
need to refer also to learning ability. 

Since CHWs are expected to influence the attitudes and practices 
of communities sufficiently and in such ways as to improve the state 
of health of the population, key attributes might be social standing, 
a long-term commitment to the community served, and an ability to 
influence by word and example key sections of the community, 
particularly mothers. 

As a working principle for selection, the Study Group proposed 
tuat formal selection criteria should not override community choice 
and local circumstances. Since acceptability to the community is a 
key factor, the community must be fully involved in the selection 
process, but health-service personnel must adequately prepare the 
community to make the selection. Functions, role* and expectations 
must be fully discussed and agreed upon. This will ensure that the 
community understands the selection criteria and, together with the 
health professionals, can use them in choosing the most suitable 
candidate. 

To the usual selection criteria related io age, education, sex v 
marital status, residence and occupation, the Study Group decided 
to add motivation for community service. Such motivation is hard 
to measure and might be considered commonplace and therefore be 
taken for granted. However, a perusal of personal history, previous 
communitj involvement, and other background factor* can help in 
ascertaining motivation level. Motivation cannot makj up for lack 
of skill, but without it a CHW cannot be successful or be accepted 
by the community. 

Despite the vast social and cultural diversity of the areas where 
CHW programmes are being implemented, some patterns can be 
discerned as to the relative merits of different categories of recruit. 
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For instance, in several countries, the younger and more highly 
educated recruits have been found to be less committed and effective 
as CHWs (5). 

The exclusion of women in certain countries from being 
designated CHWs is largely part of their general exclusion from 
public office. However, the recruitment procedure is also a factor. In 
such countries the recruitment of women (where this would be 
advantageous) will require greater involvement of health personnel 
in the recruitment process. This is another reason why effective links 
are needed between the community and the formal health sector. 

4.4 Training and continuing education 

4.4.1 Aims 

The aim of CHW training programmes is to equip trainees for the 
tasks they are expected to perform in the communities to which they 
are to be assigned. However, the health needs of communities and 
their aims and objectives with regart! „o health care are not always 
considered in the planning and design of training. 

When CHWs are viewed as front-line health workers the training 
tends to focus on certain basic practical skills. For example, CHWs 
may be trained to monitor the growth of children under five years 
old and to motivate mothers of undernourished children to visit the 
nurse or doctor at the health centre. However, such training does not 
"educate" the CHWs in issues of nutrition and child development 
and in strategies for tackling problems at the community level. If 
CHWs are to be agents of change, their training will need to go 
beyond the mastering of certain practical skills and related 
knowledge, to communication and organizational skills for 
motivating the community (or other target group) to undertake 
collective action to tackle its own health problems. 

4.4.2 Content 

The content of a training programme will depend upon the 
objectives, which are determined b> the activities envisaged for the 
CHW. Those who determine the learning objectives should know the 
community needs and keep those needs under review as courses 
continue. They should be people w ho are well suited to decide on the 
skills required by CHWs, and should be free to consult with 
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representatives of the community and with experienced CHWs and 
former trainees who have recently taken up community health work. 
Curricular design and management, and the preparation of learning, 
teaching materials, depend on the immediate needs of a health 
service and the felt needs of the community, as well as on long-term 
development goals that would promcte and sustain a satisfactory 
level of community health. 

4.4.3 Methods of training 

i he methods by which trainees learn should be adapted to the 
learning objectives. As a general principle, training for all skills, 
whether simple or complex, requires that trainees practise them 
under supervision until they have reached a level of competence that 
is acceptable according to agreed standards. The teacher or teaching 
institution must provide the con * Jons which will permit the 
trainees to practi^. the skills. These conditions should correspond 
closely to, or be, the actual conditions in which trainees will later be 
expected to work. 

The problem-solving approach, when skilfully used, is most 
productive since it requires groups of trainees or individuals to 
practise, under supervision, the solution or management of the same 
types of problem that they will later meet in th ;ir work. Theory and 
practice are thus combined in realistic conditions. Learning by 
problem-solving makes special demands on trainers and supervisors, 
who will need training in the method. Actual events, such as the 
death of a child, may be taken as starting points for investigating 
causes and learning the skills of educating families and communities 
—in the prevention and treatment of diarrhoea, for example. 

Depending on the learning objectives, the resources and 
materials, and teaching skills available, a variety of instructional 
modes may be used, such as role-playing, simulation, demon- 
strations and group discussions, in the context of problem-solving 
in realistic practice conditions. This is an adult-education approach, 
in which the trainees are treated as active learners and not as mere 
passive recipients of information and ideas. 

4.4.4 Location and duration of training 

Training should take place as much as possible in circumstances 
comparable to those in which CHWs are expected to work, and 



ideally, in or near their own communities. National and regional 
training institutions should be avoided as far as possible, as they are 
usually not designed for training CHWs. It is therefore necessary to 
strengthen training capabilities at the district level. 

The duration of training programmes will be determined by the 
aims and objectives of the training and the envisaged role of the 
CHWs. While care must be taken not to overload CHWs at first, the 
duration of courses should be such as to permit them to be 
adequately trained to fulfil the community's expectations. 



4.4.5 Trainers 

The orientation and skills of trainers are critical factors in any 
training programme, although trainers are often appointed because 
of their availability rather than their suitability. Curative skill is an 
important part of a CHW's competence and often most in demand 
when the CHW starts work. Therefore it is the competence that 
many recruits are most concerned to secure. However, if training is 
left to trainers who themselves favour curative and tech. ;al skills at 
the expense of other required skills and community and preventive 
aspects of health care, there is a risk that CHWs will not learn to take 
seriously their wider role in primary health care, particularly if the 
training is conducted in a clinical environment. 

Various members of the district health team, experienced CHWs, 
and people with experience in communications and in mobilizing 
communities for various activities should contribute to training. A 
number of countries have found that experienced and effective 
CHWs are the best trainers. Supervised field experience should be 
the central component of training, and ideally one of the trainers will 
be the CHW's subsequent supervisor. Trainers and experienced 
workers from sectors other than the health sector should also be 
given a prominent part in training to help prospective CHWs acquire 
basic intersectoral skills. 

Traineis should be trained in educational planning and 
curriculum management. They also need to be familiar with the 
structure and dynamics of the communities for which the CHWs are 
being trained, and which have selected them. Trainers sensitive to the 
sociocultural and economic determinants of health could make the 
training more meaningful by addressing issues relevant to the local 
circumstances. 



4.4.6 Continuing education 

Continuing education should be an important feature of 
successful CHW programmes and to be effective, specific financial 
provisions must be made for it. Where continuing education is 
regarded as part of supervision, or assumed to occur informally 
during visits to health centres, it is unlikely to be sufficient to make 
any significant difference to the quality of care being provided by the 
CHWs. The evidence is that continuing education is not receiving the 
attention it deserves. The skills and knowledge of practising CHWs 
need to be regularly maintained at a good level and updated. This 
activity should be linked to supervision to ensure that CHWs are 
competent in their daily work and meet their communities' 
developmental needs. 

4.5 Supervision 

The extent to which poor supervision is referred to as a main 
cause of failure of CHW programmes indicates the fundamental role 
of supervision and the commonality of problems in that area. Small- 
scale projects are often successful because they offer supportive and 
regular supervision by professionals, and because they sometimes 
involve communities in overseeing the role of the CHW. Such close 
supervision in national programmes is rare, however, and support 
for the CHW as a member of the primary health care team is often 
lacking. There are numerous reasons for this. 

First, CHWs have often been imposed upon health systems, 
without much planning as to who should form their first line of support 
and supervision. In national programmes, supervisors are often 
health-centre staff. It has been the experience in many countries that 
staff with clinical duties in health centres are likely to give low 
priority to the supervision of CHWs; clinical demands tend to take 
precedence. CHWs working in health facilities are often supervised 
by health professionals who have themselves been trained in very 
hierarchical systems, and whose main emphasis is on clinical tasks. 
In busy health facilities there may be litLe time for supervision, and 
when it does occur it is heavily oriented towards clinical or clerical 
activities. CHWs who do not work in health facilities are more 
difficult to support. In some countries arrangements are made for 
CHWs to visit the nearest health facility regularly, sometimes to 
renew their drug supply, or to be paid. It seems that at such visits 
opportunities for continuing education, discussion of problems and 
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exchange of information are often missed. Yet CHWs usually value 
the chance to visit health facilities, and they appreciate educational 
sessions. In voluntary programmes such regular visits have powerful 
incentive effects, encouraging CHWs to acquire new knowledge and 
increase personal contacts. The supervision of CHWa who live in 
remote places and who cannot easily get to health facilities is often 
neglected because of 1 r k of transport. Superv isors who do not enjoy 
their supervisory role may not be particularly concerned when such 
difficulties arise, and the visits the} do make ma> actuall> undermine 
CHWs or become empty rituals. 

Second, supervision is too often seen as a method of control or of 
inspection, rather than as a supportive and educational function 
performed by one member of the primary health care team for 
another. 

Third, who the supervisor is matters greatly. Often curative rather 
than health promotion activities are likel> to be stressed. Sometimes 
CHWs do not know who is supposed to supervise them, or they may 
have several supervisors. Where staff do not work as a team, the 
CHW can be confused by contradictions and inconsistencies. Where 
experienced CHWs are themselves appointed as supervisors, they 
need adequate support. Without such support previously effective 
CHWs commonly slip into hollow bureaucratic roles. 

Other barriers to satisfactory supervision include the social 
distance between health-centre staff and the communities they *erve, 
and the reluctance of the staff to spend time with communities, let 
alone help communities undertake responsibility for health matters. 
In addition, many programmes have no provision for the time or the 
funds needed for supervision this function is often expected to be 
tacked on, unsupported by any resources, to an already full 
programme. 

Although it is widely considered that supervision of CHWs 
should be a joint responsibility of the community and the 
professional health staff, this is rarely a feature of national 
programmes. To whom CHWs are accountable depends greatly on 
who pays them, and this differs from place to place. Mostly, 
however, supervision is seen as a responsibility of health staff. 
Support and supervision would be greatly strengthened by 
designating cleariy who the supervisors are, and by providing the 
necessary time and financial resources. 

There must also be clear strategies for supervision. These need to 
be learned during training (e.g., in workshops on supervision at 



district Icel), so that both professionals and community members 
know what is expected of them as supervisors. Guidelines for 
performing tasks of supervision need to include a check-list of the 
supervisory activities, the stocks to be checked, and so on, as well as 
ways of ensuring that difficulties in case management and referrals 
are brought to light and discussed. 

4.6 Working conditions 

4.6.1 Remuneration 

The Study Group strongly reaffirmed the conclusion of 
participants at the Yaounde Conference that where a CHW has no 
other source of income, and the time demanded by the functions 
assigned represents a significant proportion of the day, then the 
CHW shov' receive some remuneration, in cash or in kind, from 
the commuiiky or the government or both (5). 

Decisions on whether, or how much, CHWs should be paid, and 
who should pay depend upon the type of function they are expected 
to perform. These matters cannot be prescribed. Governments must 
define what type of JKW programme the country needs, and what 
priority and resource* it is prepared to allocate to it vis-a-vis other 
needs. This will determine whether funds are available to finance the 
programme, including the payment of CHWs. If governments 
continue to allocate a high proportion of their health budgets to 
tertiary health care, and to medical services and personnel, it is 
unlikely that they will have the resources to cover adequately the 
costs of preventive and other primary health care services, let alone 
to provide incentives for CHWs or pay their wages. 

Although CHW programmes cannot be maintained permanently 
on a purely voluntary basis, volunteers ma) have an important role. 
Once the community itself is effectively involved in primary health 
care, a number of health tasks may be performed by community 
members on a voluntary basis. Ultimately, if and when primary 
health care is fully implemented, families themselves will become 
"health workers". Volunteers can also carry out health promotion 
and information tasks that do not require full-time involvement. 

Paid CHWs and volunteers are not mutually exclusive. On the 
contrary, they can play complementary roles in a mutuall) 
reinforcing partnership. While many primary health care tasks are 
more likely to be performed by a well-trained, remunerated and 



accountable CHW, the much needed complementary tasks of 
community mobilization and education can be performed by 
community leaders on a voluntary or semi-voluntary basis. 

The Study Group distinguished between CHWs working in rural 
and urban areas. CHWs in a cash economy, in highly populated 
urban areas, are unlikely to be in a position to work without pay, 
whereas traditional rural health workers, such as traditional birth 
attendants, do not expect a salary, although they may charge for 
their services. Rural CHWs are more likely to accept payment in 
kind and are often themselves small-scale farmers or farm workers. 

There is no one definitive answer to the question of who should 
pay CHWs. It is determined mainly by the type of programme. If it 
is highly structured, and the CHW has specific responsibilities and 
is accountable to an authority for the performance of a set of 
tasks, then it is normal for the authority, whether government, 
nongovernmental organization or local council, to pay. However, a 
CHW who is accountable mainly to the community, or performs 
only services that are required by the community, can be expected to 
charge the community for services in cash or in kind, or the 
community may decide on a suitable recompense. The Study Group 
warned against a "fee for service" arrangement, because of the 
tendency it induces in CHWs to concentrate on curative services, for 
which they can charge fees, and theieby to neglect preventive and 
health promotional tasks. 

4.6.2 Career prospects 

There is evidence from several countries of conflict between the 
aspirations of CHWs and the intentions of CHW programmes. Such 
conflict is most evident when CHWs have been incorporated into the 
civil service. Many see their training as a first step on the ladder to 
a salaried civil-service job, and their demands are often for a more 
clearly defined career structure and proper promotion prospects. 
The possible career structure can be considered from the point of 
view of either the health sector or the individual. Two tasks to which 
experienced and able CHWs can contribute notably outside their 
own communities are supervision and training. By doing so, 
however, the best CHWs may move away from, and hence be "lost" 
to, their own communities (5). They may even be absorbed into the 
bureaucracy. The qualities that led to their promotion may then no 
! onger be appropriate, and they may cease to make an effective 



contribution. For example, this occurs commonly in Papua New 
Guinea, where aid-post orderlies promoted to supervisors often turn 
their backs on what they have come to see as the hardships of rural 
life. Nevertheless, an able CHW is often the best-equipped health 
worker to teach and supervise, and is the least likely to offer an 
unsuitable role model One means of reducing the loss to their own 
communities of the experienced CHWs who accept these tasks is to 
permit them to operate from their home bases. 

A number of countries offer prospects of personal advancement. 
In China, the best "barefoot doctors" used to be accepted for 
medical education, and in Sudan and the United Republic of 
Tanzania, CHWs have been able to obtain permanent positions in 
the health service. Such promotion is an attractive prospect in 
countries where salaried positions are very hard to obtain, but the 
possibility must inevitably attract recruits who are less likel> to 
persevere with the generally conceived role of the CHW. It may 
therefore be unwise to design a career structure which does more 
than provide for the needs of the CHW programme for supervisors 
and trainers. 

The issue of career structure is re'ated to some extent to what the 
term "community health worker" signifies. The term is a generic one 
and does not have the same meaning everywhere. A CHW who is a 
casual volunteer worker or a traditional birth attendant in a rural area 
will beunlikely to have career aspirations. If however, CHWs are made 
employees, they should not be denied opportunities of promotion. 

4.6.3 Hours of work 

Hours of work will be determined by the nature of the 
employment. Performing the normal range of a CHWs service and 
deve|opment functions is a full-time job, a part-time designation 
implies either a small catchment population to serve or a restricted 
range of functions. 



4.7 Cost and financing 

The Study Group noted that the financial implications of 
properly supported national programmes had not been determined. 
The failure to make cost assessments of this sort reflects the common 
failure to appreciate the broad needs of effective CHW programmes. 
The range of support services, without which CHWs cannot function 
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effectively, needs to be planned and costed. Studies of such planning 
and cost assessment are urgently needed to impress upon health 
planners the importance of providing for tht necessary support 
services. 

The lack of adequate budgeting for CHW programmes is often 
associated with the absence of defined cost items, which leads to 
unrealistic plans. Governments have sometimes also been misled 
into thinking that a shift of emphasis from institutional to 
community services will result in expanding services at no cost to 
government. Experience now shows, however, that the costs of 
training, supervision, personnel and transport can be very high, and 
that these items require careful planning and make considerable 
demands on government expenditure. 

The major costs of a CHW programme are incurred in obtaining: 

— a community that is well informed and has organized itself to 

protect and promote its own health, 
— a functioning village committee, 
— trained CHWs, and 
— adequate material and logistic support. 

These costs are difficult to measure and evaluate. However, estimates 
can be made, for example of the amount of time spent, the transport 
required and the resources utilized for various items. 

4.7.1 Community finance 

It is commonly assumed that community involvement entails no 
more than contributing to a programme in cash or in kind. It implies 
much more, however, including participation in programme 
planning from its inception, and in its financial management. 
Communities *ust be guided in understanding their role and what 
they should expect from the CHW programme. 

It is a general view that communities should contribute towards 
the costs of CHW programmes. This increases self-reliance and may 
be a key to community participation. However, since many 
communities cannot afford the total cost, the deficiency has to be 
made good by the government and by nongovernmental 
organizations. On no account, however, should the community be 
subjected 10 "double taxation", supporting both the formal health 
system, including the sophisticated urban services, and its own CHW 
programme. 
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Income-generating activities have proved very difficult to realize 
on any significant scale. A group effort by the community to 
generate income, for example from food production or b> charging 
a fee for a water point, can ensure the completion of specific projects 
but not the long-term maintenance of programmes. 

One fairly reliable means of community funding is the sale of 
drugs. In many countries, people may have little choice but to 
contribute something towards the cost of medicines, but this of 
funding CHW programmes should be questioned on gei I 
grounds. Where the long-term aim is to develop broad program.. , 
for health improvement, the use of profits from drug sales to pay 
CHWs' salaries can only reinforce their dispensing role to the 
detriment of the primary health care approach, and possibly also to 
the detriment of patients, if prescribing practices are questionable. 

Efforts aimed at raising community awareness and understanding 
of the rationale of CHW programmes, and assisting in community 
organization for effective involvenu it in primary health care, are 
essential if communities are to make a significant contribution, and 
these efforts need strong back-up from support structures. 



4.7.2 Intra-agency and interagency collaboration 

Financing a CHW programme could be a collaborative effort of 
the relevant government sectors, nongovernmental organizations 
and the communities to be served. This collaboration should begin 
with the health sector itself, which depends on CHWs for it* various 
services to reach the people in the community. The essential elem. v6 
of primary health care have to reach the community in a coordinated 
systematic way, and CHWs need training and support for their role 
in achieving this. Training by competent trainers and supervision 
should be arranged jointly by the service and the training 
subsystems. 

The health sector can seek the collaboration of the other sectors 
only when it has organized itself internal^ to permit intersectoral 
collaboration. The various sectors must share a common concept of 
health, and the means of collaboration must allow the realization in 
practice of the concept. This demands coordination of the 
contributions of different sectors in such areas as training, supplies 
and transport, building, and provision of equipment. 

It is becoming increasingly evident that, in many countries, 
although communities are becoming aware of and are generating 
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a demand for— services, the health system is not making the services 
available and accessible. It appears as though placing a CHW in a 
community absolves the health system from providing a health 
centre or other appropriate facility. The services remain far from the 
CHW and the people, and are too expensive and inconvenient for 
communities to use. 

4.8 Monitoring and evaluation 

Although the principles and methods of programme evaluation 
are well known, they are largely neglected in regard to CHW 
programmes. The Study Group stressed the need for plans to 
provide from the beginning for monitoring and evaluation as a basic 
element of the management of CHW programmes. 

Owing to the lack of serious evaluation of CHW programmes, 
little is known about their levels of performance or about the impact 
they make on the health of communities. At present two types of 
monitoring and evaluation take place, but neither is adequate: 

(a) a formal system, using mainly quantitative information 
concerned with allocation of resources and with organizational 
processes, e.g., quantity of drugs used, number of meetings 
attended — it is usually rigid and too limited in scope; and 

(b) a less formal ad hoc system, based on unstructured observations 
and impressions at the local level, this produces information 
suitable for local short-term decision-making, but it is not 
adequate for consolidation and comparison on a larger scale or 
over longer periods of time. 

Monitoring and evaluation of CHW programmes should be 
geared to participatory processes in which the CHW and the 
community are themselves responsible for monitoring and 
evaluating their services, rather than being the object* of assessment. 
From the experience of its members, the Study Group examined 
some examples of ouch participatory evaluation in nongovernmental 
programmes in Kenya and Pakistan, and in Thailand. Methods 
mentioned included group discussion, self-assessment and peer 
appraisal. In one country, the performance of CHWs is monitored 
by comparing each individual's average yearly performance with her 
or his best monthly performance of the same year; in this way 
reasons for differences may be identified without the loss of face that 
might occur from comparison of the performances of different 



CHWs. Participatory evaluation is in itself one aspect of the bridge 
between the community and the health services which the CHW is 
expected to represent. To bring this about, the methods and the 
terminology of evaluation, as taught io the CHW and used by the 
supervisors, must be kept simple and logical. 

The methods of evaluating such basic variables as health status, 
health risks, access, acceptability, coverage, costs and equity should 
be explained in simple language— but without loss of scientific 
soundness— so that they can be applied by CHWs and their 
supervisors. This will require a reorientation of health professionals 
towards the use of appropriate language. 

Objectives must be clearly defined if their achievement is to be 
monitored and evaluated. However, the general objective of 
community development, to which CHW activities are designed to 
contribute, is highly complex, and the CHW programme is only one 
of several organized means by which its achievement is being 
promoted. It involves the health team, for example, as well as non- 
health sectors concerned with development. The contribution of 
CHW programmes is therefore difficult to assess. There are at 
present few, if any, techniques or indicators for doing so in a 
satisfactory way. The Group considered it essential to search for and 
document experiences in this area, as well as in the general 
assessment of health care and of its impact on health status. 



4.8.1 Information systems 

Information systems are critical to the monitoring and evaluation 
of CHWs. Current formal systems in most countries are too 
centralized, saturated with excess data and of little use for 
influencing programme development. 

There is no doubt that CHWs are capable of gathering useful 
health-related information, even those who have the most limited 
formal education. Where literacy is inadequate, tally systems have 
been devised. However, such data-collection activities must be 
considered in relation to the actual use that may be made of the 
specific information obtained. 

Data collection may have three main functions. The first is to 
provide a continuing record of care for each patient (clinical 
records). Where such health records are held by individuals, 
particularly mothers, v it would be proper for literate CHWs to enter 
a note of their assessments or treatments. This activity makes only 
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a limited demand on CHWs. The second is to supply those in charge 
with information on disease patterns and on the performance of 
heaith services. The problems of using such information are not 
easily overcome, however, properly designed and supported simple 
data systems can be incorporated into CHW programmes. The third 
function is to influence ?he working practices of those collecting the 
data. 

This data-collection function should not be limited to clinical 
activities, however, the particular content of data-collection forms 
will depend upon the priorities in each programme and the level of 
edu( ation of CHWs. 

An efficient reporting system provides a key link between the 
periphery and the centre. Appropriate and timely data can provide 
an indication of the effectiveness of a prugramme, and suggest 
modifications where targets are not being met. A reporting system 
provides the only consistent means for programme managers to 
monitor events at the periphery, and may ha\e a major influence on 
the way that CHWs and their supervisors carry out their tasks. For 
these reasons the design and support of information systems are key 
tasks in efTective CHW programmes. 



4.8.2 Programme elements to be evaluated 

Inputs. These include, the community itself its main charac- 
teristics, health knowledge, beliefs, practices and health problems; 
CHW training programmes, and variables associated with CHWs as 
individuals— their knowledge, skills, values, acceptability to the 
community and awareness of their own limitations. Constraints 
and obstacles to the functioning of CHWs should also be consid- 
ered, e.g., inconsistency between policies and resource allocation; 
unclearness or ambiguity in the definition of their role; and in- 
adequate support. 

Activities and their management. The monitoring and evaluation 
of CHW activities require the previous determination of what these 
activities should be and what the balance should be among them. 
Thus, monitoring would detect any excess of time spent on such 
activities as recording and reporting, to the detriment of other 
priority tasks such as immunization or other preventive or social 
components of primary health care. It is particularly important V 
monitor the efforts directed at community development and 
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intersectoral cooperation. Simple evaluation techniques should 
enable CHWs and communities, with the help of the health 
personnel who supervise them, to determine and follow up trends in 
the utilization of their services and Jie population coverage attained 
with the essential elements of primar> health care, as well as the costs 
incurred. 

The management of CHWs needs careful evaluation since it is a 
major component of the development of CHWs as health personnel, 
good management involves attention to the efficiency of the selection 
process for CHWs, remuneration, work organization, schedule* and 
procedures, continuing education, supervision, and Material support 
for their work. 

Outcomes. A few CHW-based programmes have been evaluated 
in terms of their impact o- outcome, mainly in district areas or even 
smaller units. One country, Costa Rica, has been able to offer some 
evidence of increased life expectancy in relation to its national rural 
and community health programmes, which are basically CHW 
programmes. 

Inaddition to life expectancy, indicators of outcome may include, 
infant and child mortality/morbidity, maternal mortality/ morbidity, 
prevalence of malnutrition, patterns of hospitalization, age-specific 
death rates, and in the area of social development -community 
decision-making, self-reliance and organization for health. 
Information that will enable health teams to relate changes in these 
indicators to changes in health-care coverage can, in most cases, be. 
collected with the participation of CHWs themselves, if they have the 
necessary education, support and orientation. The Study Group 
stressed the need to test the use of indicators for assessing progress 
in community development, intersectoral cooperation and health- 
team involvement in communities. 

The Group considered that countries would gradually develop the 
ability to measure outcomes of CHW programmes and that, in the 
beginning, it should be sufficient to increase awareness of the general 
health trends in each community and their relation to local health 
care and development efforts. 



5. CONCLUSIONS 

In the years following the Declaration of Alma-Ata in 1978, many 
CHW programmes were established as a positive response to the 



urgent health needs of underserved populations. The Study Group's 
review of the literature and discussions of experiences in CHW 
programmes left no doubt that CHWs play a critical role in the 
promotion of people's health, and that their effectiveness can and 
needs to be enhanced. However, it would be unrealistic to expect 
widespread and immediate gains from a process as complex as the 
mobilization of CHWs. Sufficient time must be allowed for CHW 
programmes to mature and to make an impact, and for the 
appearance and consolidation of the broad-based chains to which 
they are expected to contribute. The Study Group endorsed in 
principle the conclusion of the Yaounde Conference that CHW 
programmes should be supported and strengthened (5). The Study 
Group's conclusions were as follows. 

1. CHWs can be effective agents 01 health improvement; the 
failures of CHW programmes can be attributed to inadequacies in 
their planning and implementation, not to failings of individual 
CHWs or to the concept of the CHW. With notable exceptions, these 
programmes have not received the suppoit they need. Failure is 
inevitable when CHW programmes are approached as piecemeal 
development projects and organized as vertical programmes 
unrelated to national and district health systems. 

2. Most countries have no dear national policies or strategies for 
the establishment of CHW programmes, which could account for 
the weaknesses and problems described in this report. Political will, 
national commitment and community involvement are necessary 
preconditions of effective programmes, and these have not been 
forthcoming to the degree required. 

3. A fundamental factor is the lack of specific and regular 
budgetary support from governments to sustain training, super- 
vision, logistics and financial incentives, which are such important 
factors in the success of programmes. If governments continue to 
spend a high proportion of their health budgets at the tertiary level, 
it is unlikely that they will have the resources to cover adequately 
the costs of primary health care services, let alone to provide 
financial incentives to CHWs. 

4. CHWs have significant roles both in providing health services 
(promotive, preventive, curative and rehabilitative) and in 
development work covering many aspects of social and community 
life which affect a community's health and well-being. Often, 
however, they act largely as extenders of health services, sometimes 
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to the neglect or even the exclusion of community or development 
work. 

5. CHW programmes and roles should be derived from the 
expression of a community's needs and expectations, and adapted to 
its socioeconomic circumstances. Community participation is an 
essential determinant of effectiveness in the planning, implemen- 
tation and evaluation of CHW programmes. 

6. Countries may decide to incorporate their CHWs into the 
formal civil service, but in doing so they must anticipate possible 
conflict between the individual aspirations of CHWs for self- 
advancement and the requirements of the CHW programme. 

7. CHW programmes ntzd not be confined to a single type of 
CHW. Different kinds of CHW, with, for example, different levels of 
training or numbers and types of tasks within their programmes, 
may be more flexible and responsive to local needs and in a better 
position to build on local resources. 

8. Nongovernmental organizations play an important part in 
CHW programmes; their contribution should be encouraged, within 
the framework of a clear national health policy. 

9. Intersectoral cooperation, at national, district and other levels, 
is necessary for the multisectoral activities of CHWs. Without this 
support such activities cannot be expected to succeed. 

10. To be successful, a CHW programme must have a support 
group, for exampk a development council or a health committee. 
Programme effectiveness depends greatl> on the strength of these 
support groups. 

11. The most important criteria to be applied in recruiting 
CHWs are acceptability to the community and capacity to influence 
it. However, the preferred characteristics of candidates, with regard 
to age, sex, education and marital status, may vary from 
one programme to another. The criteria applied for recruitment 
should therefore be those that best suit the community in 
question. 

12. Selection criteria must take account of whether CHWs are to 
be paid (and by whom) or are voluntarj workers, of whether they are 
to work full-time or part-time, and of other social, economic and 
cultural circumstances. 

13. Training should take place either in the community in which 
the prospective CHWs are to serve or ir the same or comparable 
circumstances elsewhere. It should n<. 1 place in national or 
regional training institutions. 

O 



14. Too few CHW programmes have incorporated proper 
monitoring and evaluation components. 

6. RECOMMENDATIONS 

After considering its conclusions, the Stud} Group agreed on the 
following recommendations, which it regarded as essential 
preconditions for maintaining effective CHW programmes. 

6.1 Recommendations to countries 

1. Countries should give CHW programmes the necessary 
attention, in particular to define and establish the mechanisms of 
providing and maintaining the support that is essential to their 
success. 

2. Countries should determine the essential elements of their 
CHW programmes, make the necessary cost estimates, identify the 
sources of finance and establish adequate budgetary allocations for 
strengthening programme capabilities within district health systems. 
These activities must be undertaken, for both the national and the 
district level, systematically and routinely, not on an ad hoc basis or 
only when resources become available. 

3. Countries should establish new district health systems ^nd 
strengthen existing ones to ensure effective CHW programmes. 
Funds should be decentralized to the district level to enable 
communities to develop their own CHW programmes*, according to 
their needs and priorities. 

4. Countries should consider using different types f workers in 
their CHW programmes, to respond more closely to particular local 
needs and resources. 

5. CHWs should be selected jointly by the community and health 
personnel. 

6. National selection guidelines are valuable where they 
encourage the recruitment of CHW* with long-term commitment to 
their tasks and access to risk groups. 

7. CHW training programmes should be established with specific 
objectives in line with national primary health care strategies and 
based on the relevant community needs and conditions. 

8. Trainers for CHW programmes must be skilled in the process 
if community mobilization for development, in communication and 



in community dynamics. Countries should recognize that training of 
trainers is an essential component of CHW programmes, and should 
establish a system for preparing personnel to manage CHW 
programmes. 

9. Supervision 'lould be supportive and team-work involving 
CHWs themselves, the community and technical personnel should 
be emphasized. 

10. If a CHW has no other source of income, and the time 
demanded by the functions assigned represents a significant 
proportion of the working day, then he or she should receive some 
remuneration, in cash or in kind, from the community or the 
government, or both. 

11. Policies in relation to the personal advancement of CHWs 
should be guided by thdr benefits to the CHW programme as a 
whole. The most suitable means for advancement may include a 
grading system based upon merit, as well as promotion to training 
and supervisory posts. Job mobility towards tasks that remove 
CHWs from their communities should not be encouraged. 

12. Monitoring and evaluation, involving CHWs, the community 
and technical personnel, should be developed in each CHW 
programme, and geared to promoting ooth community participation 
and intersectoral coordination. 

13. Countries should critically examine the performance of 
CHWs and undertake deliberate task selection or task review in 
accordance with community health needs, available support and 
resources. 

14. Countries should continue to encourage nongovernmental 
organizations to suppoit CHW schemes and to develop innovative 
strategics that could help guide government CHW programmes. 



62 Recommendations to WHO 

1. WHO should consider intensifying its efforts in counting and 
dirseminatLig information on CHWs, especially on successes and 
failure* of national programmes, through e, eUnge visits, fellow- 
ships, seminars and publications. 

2. WHO should promote the establishment of new CHW 
programmes and considc assisting in the evaluation and 
improvement of existing progi amines, through the provision of 
PYnprti** an rj 0 ther types of support. 



3. WHO should promote operationa 1 and applied research on 
CHW schemes and district health systems, including such aspects as 
community involvement, supervision, cost and financing, training, 
and attrition (drop-out) of CHWs. 

4. WHO should encourage greater understanding and support 
from health professionals, whos^ behaviour, comments and 
attitudes have not always been supportive of CHW programmes. 
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